Miss R 0, a seamstress aged 23, presented in 1947 with a two-year history of rectal bleeding and diarrhoea. The only relevant history was the previous injection of hemorrhoids. General examination was normal but on sigmoidoscopy the distal 3 cm of rectum were granular and bled readily. Biopsy showed an increase in chronic inflammatory cells with a lymphoid follicle.
In 1950 the granular proctitis had extended to 15 cm, while a barium enema in 1951 showed disease from the splenic flexure to the rectum. Her disease was mildly active for the next seven years until 1958 with persistence of bouts of bloody diarrhoea. At no time did the hmmoglobin fall lower than 10 g. Barium enema in 1957 showed proximal extension of her disease to the transverse colon.-An inflammatory polyp was removed in 1956 while biopsy showed a lymphoid follicle only.
In 1958 she married and did not attend for six years when her symptoms apparently improved, although relapses in 1963, 1964 and 1965 were treated by her doctor.
In 1965 she reattended with blood and diarrhoea 8-10 times daily. Sigmoidoscopy demonstrated a polypoid elevation on the left wall of the rectum and biopsy of this raised the possibility of premalignant change in ulcerative colitis. Barium enema showed total involvement of the colon. She was treated with sulphasalazine and prednisolone-21-phosphate enemas with excellent response. Further biopsy in 1966 failed to confirm the premalignant change, but the mucosa showed marked atrophy. At this time a further barium enema revealed a narrowing in the transverse colon. In view of this and the twenty-year history of ulcerative colitis, laparotomy was carried out. As the rectum was not severely diseased, ileorectal anastomosis was performed.
The resection specimen showed a short tubular colon with small areas of deep ulceration. Microscopically there was marked mucosal atrophy throughout with mild chronic inflammation. In the areas of ulceration the inflammation spread into the submucosa but there was no evidence of fissuring or granulomas. There was attempted healing of the ulcers and the epithelium at these places showed reactive hyperplasia but there was no evidence of malignant or premalignant change. Mild backwash ileitis was present. These features were consistent with longstanding ulcerative colitis.
The postoperative course was rather stormy with 4 admissions the following year. One of these was for recrudescence of her disease, but the remaining 3 were for subacute obstruction culminating in laparotomy and division of adhesions. In 1969 and 1972 she had further ad- missions with abdominal pain, which were treated conservatively. In 1973 these symptoms were thought to be due to a stricture in the vicinity of the ileorectal anastomosis. Laparotomy revealed three strictures immediately above the previous anastomosis, and a further ileorectal anastomosis was performed with resection of the strictures and the previous anastomosis site. Histology of the strictures showed the characteristic features of Crohn's disease with extensive ulceration, and transmural inflammation in which lymphoid aggregates were prominent. Pseudopyloric metaplasia was also present. No granulomas were found in the rectum or the enlarged regional nodes. The rectal mucosa was atrophic but there was no evidence of active disease.
Summary
This patient presented with a typical history of ulcerative colitis and developed a stricture in the transverse colon after twenty years. Following total colectomy and ileorectal anastomosis she developed further strictures above the anastomosis and the histology of these showed typical Crohn's disease.
DISCUSSION
Dr J Lennard-Jones said that the patient had an inadequate personality and he thought would have had great difficulty in managing an ileostomy. On reviewing the barium enema in 1965 he now thought they would have considered Crohn's disease, as in one film there was a suggestion ofa rose-thorn appearance. Mr H R Thompson said that he endorsed these comments. She did not feel it necessary to attend hospital for six years following her marriage and her symptoms became much worse in 1966 following the death of her husband. He had originally planned a proctocolectomy for this patient, so much so that he had made a trephine ileostomy opening. It was only when he found that the stricture was apparently not malignant and the rectum relatively free from disease that he decided on an ileorectal anastomosis. In 1973 he again planned to do an ileostomy but at laparotomy the strictures giving rise to obstructive symptoms were in the lower ileum and not at the ileorectal anastomosis. The rectum was still free from disease and he decided to make a new ileorectal anastomosis. Mr A York Mason said that the history until the final episode was really typical of ulcerative colitis with initial distal disease gradually spreading proximally. In a similar patient of his, Crohn's disease was diagnosed after well documented ulcerative colitis. Dr B C Morson said that there was little doubt that whatever the initial diagnosis this patient eventually developed typical ileal Crohn's disease. Clinically her early features were those of ulcerative colitis and this was supported pathologically until 1973. With hindsight the presence of lymphoid aggregates in earlier biopsies was suspicious but the marked mucosal atrophy was in his experience most unlike Crohn's dieas. Collagenase activity has been measured in explants of rectal and colonic mucosa (Gross & Lapiere 1962) in patients with various diseases.
Some patients in the polyposis group had undergone colectomy and ileorectal anastomosis, and some patients in the miscellaneous malignant group were having radiotherapy or chemotherapy. The rest of the biopsies were taken preoperatively or from operative specimens within half an hour of removal. Eight of the controls were patients having colectomy for various nonmalignant and noninflammatory conditions and the other 2 had himorrhoids. Table 1 Collagenase activity in 90 patients and 10 controls The results (Table 1) show that approximately half the patients with malignancy or familial polyposis do not have collagenase activity, and in those that do it is usually less than the controls, although levels of 9.5 and 10.2 units were seen in patients having radiotherapy to the aesophagus and maxillary antrum. It may be significant that the one 'control patient' who did not show collagenase activity had 14 close relatives who died of malignancy and one wonders whether he might have an occult neoplasm.
In contrast the colitics usually have a great increase in collagenase activity and it is interesting that the two who had developed a carcinoma (one of the cwcum, the other of the rectum) had no collagenase activity in rectal biopsies.
These results indicate that collagenase activity in rectal and colonic mucosal biopsies is reduced or absent in nearly 90 % of patients with colorectal carcinoma as well as in patients with other malignancies, and its estimation may be of use in the management of patients with ulcerative colitis.
